The aim of the present qualitative study was to understand the experiences of South Asian ethnic minority women in accessing health-care services in Hong Kong, a Chinese-oriented society.
| INTRODUCTION
Most ethnic minority populations have reported poorer physical and mental health compared with their majority counterparts (Benderly et al., 2017; Hassan, 2017) . In the USA, the ethnic minority population suffers a disproportionate number of chronic diseases and poorer quality care for 22 essential care measures compared to Caucasians (Spooner, Salemi, Salihu, & Zoorob, 2016) . In England, South Asians have a higher rate of chronic diseases, such as type 2 diabetes mellitus and cardiovascular diseases, than their white European counterparts (Hassan, 2017) . In Singapore, ethnic minority Indians are more susceptible to diabetes mellitus and ischemic heart disease than local Chinese and Malays (Yeo et al., 2006) . In Hong Kong, the (Census and Statistic Department, 2017) .
According to the South Asian Health Support Program's Annual
Report 2010/2011, the prevalence of diabetes and hypertension was 6% and 30% respectively. In addition, prevalence of obesity was 80% (72% among females; 8% among males) (UCNCHS, 2011) . Another study revealed that ethnic minority diabetes patients were much younger and more obese compared with local ethnic Chinese diabetes patients. Pakistani patients had poor glycemic control, and Nepalese patients had the poorest diastolic blood pressure among five major ethnic minority groups in Hong Kong (Chen & Chan, 2014) . Further, South Asian women had a lower uptake rate of cervical and breast cancer screening programs than local Chinese women in Hong Kong (Chan, Chan, So, Chen, & Sit, 2015; So, Chan, Choi, & Chan, 2013) .
Moreover, South Asian women's unequal social status and subordination in their societies present many challenges to access equitable care (Cruz, 2015; Kim, 2015) . Therefore, these women form a vulnerable group whose needs, concerns, and barriers regarding health-care access need attention.
The US Department of Health and Human Services stipulated six major factors to improve health outcomes among their racial/ethnic minority population: insurance coverage, health-care access, health literacy, resource utilization, quality of care, and language discrimination (Hossain, Ehtesham, Salzman, Jenson, & Calkins, 2013) . Among these, health-care access has been reported to be the largest barrier to equitable care and the major cause of health disparity (Lee et al., 2015; Raglan, Lannon, Jones, & Schulkin, 2016; Tang, Zhao, Li, Zhang, & Lee, 2017) . Health-care access has been conceptualized in various ways, ranging from entry into the system (Aday & Andersen, 1981) to the multiple dimensions of availability, accessibility, acceptability, affordability, and accommodation (Penchansky & Thomas, 1981) . Individuals might face hindrances in their quest for health care owing to restrictions in these dimensions. Health-care access has been modeled in various ways; Levesque, Harris, and Russell (2013) synthesized these to form a framework, which defined health-care access as an opportunity to reach and receive appropriate health-care services when needed. Levesque's framework considers the multi-dimensionality of health-care access, attributing five dimensions to health-care providers: approachability, acceptability, availability and accommodation, affordability, and appropriateness of health care. Problems in any of these dimensions can impact health-care utilization. Patients should have five corresponding abilities to overcome these problems: the abilities to perceive, seek, reach, pay, and engage. The ability to perceive the necessity for health care is determined by health literacy, health-care knowledge, and beliefs about health and sickness. The ability to seek health care is linked to factors related to the intention to receive care: personal autonomy, the capacity to choose to seek care, and knowledge about options and individual rights. The ability to reach health care is linked to personal mobility, availability of transportation, occupational flexibility, and knowledge about services. The ability to pay for health care involves the capacity to generate economic resources. The ability to engage in health care involves the participation and involvement of the client in decision-making about care and treatment (Levesque et al., 2013 ). Levesque's framework emphasizes patient-centered abilities for adequate health-care access, and is therefore appropriate to examine factors associated with these abilities among South Asian ethnic minority women.
Although the mission of the highly subsidized Hong Kong healthcare system is to ensure that all individuals have equal rights to health care (Mok, 2001) , ethnic minorities experience difficulties in this regard (Kapai, 2015) . South Asian women in a Chinese-oriented community are unlikely to share the same needs and problems as Chinese women. No research has comprehensively examined all the factors influencing disparities and access to health care. Therefore, the aim of the this study was to explore the experiences of South Asian women in accessing health-care services in Hong Kong.
| METHODS

| Study design
A qualitative study using focus group discussions (FGD) was conducted to explore the experiences of South Asian women in accessing health care. A semistructured interview guide from Levesque's framework was employed (Table 1) .
| Participants and setting
Convenience sampling was employed at local South Asian community events to recruit Indian, Pakistani, and Nepalese women aged Table 2 .
| Data collection
The first author, fluent in Hindi, Urdu, and English, and from South Asia, facilitated the discussions. Only the facilitator and participants were present during the FGD that involved topics of the participants' health status and knowledge, and attempts to access preventive care services. Probes were used to understand the participants' experiences of utilizing health-care services, followed by exploratory questions concerning their decision-making autonomy of seeking health care and their interactions and relationships with health-care providers. The FGD, comprising two to 10 women, were conducted in the participants' choice of language. The study purpose, confidentiality of participants' identities, and participants' roles and rights to leave the study at any time were explained before the discussions. Each FGD lasted 60-75 min. Using their native language allowed the participants to clearly and freely express their experiences; adequate time and friendly ambience was ensured. The principal investigator took notes during each FGD. Data collection was continued until data redundancy was achieved. (Pope, Ziebland, & Mays, 2000) . Researchers were empowered to explore data in depth while maintaining an effective and transparent audit trail, thereby increasing the trustworthiness of the process (Jane & Jane, 2003) ; this incorporated Levesque's framework in the analysis. To avoid forcing data into predetermined categories, a two stage approach was employed (MacFarlane & O'Reilly-de Brún, 2012) . First, induction was employed to code interviews. Each transcript was analyzed using content analysis and systematically coded by two researchers independently. The relevance and suitability of codes were critically reviewed.
| Ethical considerations
Interpretation and/or coding discrepancies were resolved through discussion. Initial coding resulted in categories that were subsequently condensed into themes. Second, the themes were mapped onto the five different categories of the patients' abilities to access health care. The interpretation and interrelationship between various themes were checked and compared with texts until an overarching theme emerged (Figure 1 ). Each theme with its qualitative quotes to best illustrate each topic was presented, and thematic saturation was concluded when no further themes were identified.
| Trustworthiness of the study
Trustworthiness is important to ensure the value of research findings.
Therefore, two authors coded the data independently to minimize any coding bias. They held frequent debriefing sessions to thoroughly discuss each point. Findings were shared with the participants after analysis to ensure that they matched the participants' perceptions and experiences. Each theme and category were described in depth in order to increase the credibility of the study (Shenton, 2004) . Consolidated criteria for reporting qualitative research were adopted (Allison, Peter, & Jonathan, 2007) .
| RESULTS
The participants' were aged between 21 and 72 years (mean age: 39 years). Most were housewives; only one from Pakistan and six from India had a college or higher education. Thirteen (43%) had a varying degree of proficiency in English; none had fluent proficiency in Chinese.
| Disengagement between South Asian women and the health-care system
After thematic analysis, "disengagement between South Asian women and the health-care system" emerged as the overarching theme.
Patients' lack of proper engagement with the health-care system caused them to suffer and become vulnerable. Proper engagement with the health-care system is only possible when there is an understanding of the available information to make decisions to improve FIGURE 1 Two stage approach for data analysis health. Five themes in relation to the five abilities stipulated under Levesque's framework emerged: attitude and awareness, sociocultural factors, time constraints, financial burden, and inadequate interaction.
These were related to the abilities to perceive, seek, reach, pay, and engage with the health-care system, respectively (Figure 2 ).
3.2 | Attitude and awareness: Ability to perceive health-care needs South Asian women's ability to perceive the need for self-care and health care is affected by their contradictory health behavior, low selfpriority, and limited access to appropriate health-related information.
At times, they do not understand the available information and lack knowledge related to health and health care, and subsequently, the ability to perceive health-care needs.
| Contradictory health behavior
The participants understood the importance of health; many used phrases like "health is wealth" and "walking is a good exercise". However, they admitted to not following healthy eating and lifestyle habits. Cooked and fried foods were emphasized in their home countries, and participation in sports was not a social norm.
| Low self-priority
The participants did not prioritize self-care or self-care seeking. They had basic health knowledge, but did not use it to improve their health:
I know eating fruits and vegetables are healthy, I make my children eat fruits and vegetables daily…but for myself, I don't feel like eating…children need it more. In India, the first thing a doctor does is check the patient's pulse by touching the wrist, and as soon as the doctor does this, the patient feels a connection and confidence that doctor understands his/her prob-
lem. (Indian woman, 71 years)
The ancient Indian medicinal system, Ayurveda, diagnoses a disease by measuring the pulse on a patient's wrist. This gesture has become so culturally ingrained in the South Asian culture that patients still feel more connected with doctors when their wrist is touched.
The participants were dissatisfied with their unmet expectations of receiving dietary advice from health-care providers during their visit.
This led to a lack of trust of providers and resulted in delays and unwillingness to seek care: Doctors gave me some medicine when I had stomach upset, but no advice for food. You know, in Nepal, if you have stomach upset, doctors always advise you to eat light food, porridge etcetera. I think doctors here don't know anything about our food, which is mostly spicy, and they think we eat the same food as them.
(Nepalese woman, 36 years)
| Time constraint: Ability to access health care
None of the participants complained about the location of, transportation to, and availability of services, but delays in receiving health care was a concern. Receiving timely health care has a positive effect on patients' health and well-being. Lengthy waiting time and short consultations negatively affected their willingness to obtain health care.
| Lengthy waiting periods
Telephone bookings are required for outpatient services; however, the participants complained about engaged lines: When requiring specialist treatment, they waited 6-24 months for appointments. Consequently, they sought treatment at expensive private clinics, waited, or returned to their home country in cases of serious health issues:
My mother was diagnosed with kidney stone in 2010
and had the surgery scheduled in 2012. We took her to India and got the surgery done there immediately.
You know, the disease will only worsen and become dangerous with time. (Indian woman, 21 years)
| Short consultation time
The participants complained that the overcrowded public health-care system with its shortage of manpower resulted in short and inflexible consultations. They stated that they were unable to properly explain their condition to doctors because they had to speak English, their second language:
How can I tell everything in 1-2 min to a doctor…I need some time to make a conversation, doctors are always in a hurry. (Nepalese woman, 21 years) 3.5 | Financial burden: Ability to pay for health care
The participants' inability to pay for health care resulted from their limited household income, expensive private health-care services, and absence of health insurance.
| Limited household income
Participants reluctantly waited for long periods at overcrowded public health-care systems because of their low household incomes:
You can find people from our community in white col- 3.6 | Inadequate interaction: Ability to engage with health care
Interactions with health-care professionals are critical when receiving care, because proper interaction results in better patient-provider therapeutic relationships, trust, and satisfaction and better engagement with health care. In this study, language barriers, underutilized interpretation services, and inadequate patient-centered communication negatively affected interaction.
| Language barrier
The participants communicated with health-care providers in English because none of them understood Cantonese. Their English skills varied; all of them had experienced difficulties, such as incomprehension.
One participant stated: "I don't know any disease names in English, so even if a doctor tells me, I don't understand". They encountered difficulties with the English accent and pronunciation, which was exacerbated because it was the second language for them, as well as the providers: tive patient-provider interaction and rapport (Cuevas, O'brien, & Saha, 2017) . Limited language skills affect their interaction with the health-care system; for example, when asking questions to health-care providers, poor language skills resulted in minimum information exchange, limited health literacy, and poor knowledge of disease management (Sarkar, Asti, Nacion, & Chisolm, 2016) . Results of a study on Asians living in England revealed a significant association between poorer English language skills and elevated, undetected blood sugar levels and blood pressure among Bangladeshis and Pakistanis. (Mainous et al., 2006) .
Furthermore, the results revealed limited health literacy that is attributable to poor education and ineffective health information outreach programs, which concurs with the study in Taiwan on immigrant women's access to health care (Tsai & Lee, 2016) . In Hong Kong, these programs were ineffective because of the unavailability and poor content of resources in a language the participants could understand.
They experienced a lack of appropriate, accessible, and comprehensible information resources, which influenced their ability to perceive and seek health care. Previous studies on Indian and Pakistani diabetic patients in the UK revealed their poor knowledge and understanding about diabetes, but reported that culturally-appropriate health education programs improve knowledge regarding nutrition and complications, self-care behavior, and glycemic control. Postintervention patients showed a greater appreciation of the seriousness of the disease and value of glycemic control (Wilson et al., 2012) . Lack of access to health-related information in South Asian languages and low literacy resulted in their dependence on friends and family for such information. The source determines the quality of information received, which influences the health literacy of the receiver. In the present study, a link between limited health literacy and its effect on the ability to engage with the health-care system was highlighted.
The findings further revealed that the sociocultural status of patients influences the ability to perceive and seek health care. Culture shapes the health behavior and perception of particular illnesses.
Women with limited health literacy resulting from language and cultural barriers are poorly engaged and passive users of these services.
South Asian women's autonomy is challenged by their unequal social status resulting from gender inequality (Osamor & Grady, 2016) . Limited education, language skills, and knowledge; migrant status; stigma, closely-knit families; and dependence on husbands affected South Asian women's ability to perceive and seek health care. As a result of limited literacy and language skills, female Pakistani patients with diabetes had poorer glycemic control than their male counterparts (Hawthorne & Tomlinson, 1999) .
In the present study, we reported that a lack of understanding among health-care providers regarding the sensitivity of patients' cultural norms deterred participants from seeking health care, thereby influencing their ability to seek and engage with health care. The lack of cultural competency among health-care providers put them at risk of miscommunication and misunderstanding. Health-care providers, especially nurses, tend to demonstrate negative and ethnocentric behavior toward culturally-diverse patients; appropriate cross-culture care education and training can improve their attitudes and communication (Vydelingum, 2006) . Cultural competency at an organizational level must meet the needs of culturally-diverse patients by providing interpretation services, culturally-and linguistically-appropriate health information, and culturally-diverse health-care providers. Crossculture care education and training for health-care providers and staff could ensure an organization's cultural competency.
Participants complained about short consultations and lengthy waiting periods at outpatient clinics and in public hospitals, even in emergencies, which influenced their ability to access health care. The lack of sufficient primary and preventive care services adds pressure to public hospitals; this becomes more serious with the shortage of manpower, and leads to time constraints (Leung & Bacon-Shone, 2006) .
Overcrowding of public health-care services forced patients to use private health-care system; although readily available, is expensive and mostly unaffordable for the poor South Asian community. The lack of medical insurance is intertwined with low socioeconomic status and a lack of knowledge.
In this study, useful information for the design of an effective health education and information dissemination strategy is provided.
The dissemination of health-care information through a culturally-and linguistically-sensitive call/information center, which can provide instant support, and through television programs/advertisements in various ethnic minority languages, is necessary. Community outreach through culturally-sensitive health-care and social workers might improve health literacy and South Asian women's engagement with the system. Health-care organizations need to improve the quality of care by providing cross-culture care education and training to healthcare providers. Available Bilingual or South Asian health-care providers could improve South Asian women's interaction with healthcare providers and understanding of the process.
| Limitations
In this study, qualitative methods were employed to obtain a rich and deep understanding of South Asian women's experiences with the Hong Kong health-care system. However, the results might not be transferable for all Hong Kong ethnic minority populations, but can represent the concerns and need of a specific group. Information was self- 
